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A recertification survey ang complaint .
investigation #34139, #34181, #33731 ware
completed on July 18, 2014, at NHC Healthcare
Smithvilie. No deficiencies were clied in relation
to complaints #34139 and #33731 under 42 CFR
Part 483, Requirements for Long Term Care
Facilitios.
F 323 483.25(h) FREE OF ACCIDENT F 323 pThis plan of cotrcction is submittod es required 820724
55=G, HAZARDS/SUPERVISION/DEVICES Junder Statc and Fodoral Law and docs 1ot constituts
admission on the part of NHC HoalthCare
The facility must ensure that the resident Hlo that the findingg cited are acourste, thutthe
environment remains as free of accident hazards dings constitute a deficicncy, or that the scope amd
as is possihle; and each resldent receives fity regarding any of the doficiencics cited arc
adequate supervision and assistance devices to Trocily applicd,
prevent accidenis.
23 Administralor eomfimmed e Resident #55
ad ¢ wheels locked on their bed on 5/1/14,
rhe Lirector of Nursing aod Assistent | Sirector of
This REQUIREMENT i no t v ursing confirmed that all bedz in tho Fecility were
[by: R IREMENT is not met as evidenced Encckudmmmumﬂwmlsminmmm
Based on medical record review, review of the position. This was comploted ou 5/1/14 and 7722/14.
faclht;.r Post Falls_l*_«lursmg Assess_.ments and Tt Ditector of Nursing and Assistant Dircodor of
interview, the facility failed to maintain a safe urelup conducted inservice training for stafT o
environment to prevent accidents by not ensuring ennre thut the wheelz on sl residents hedy e in the
the wheels had beeon locked on a bed, resulting in cked pasition after belng moved, serviced, or beforc
a fall with a laceration and a fracture for ong lcuving the resitents naum. fiservics wis cumpleted
resident, #55, of four residents reviewed for falls, 0 5/1/14 and 7/23/14,
from a sample of thirty-two residents reviewed in he Dieector of Nuzsing wil conduct Qutl
H tecior o g will oo’ a
stago li. This fallure resulted in harm to resident surance Stady (Qmﬁmem Yy o
#55. fo ensure bed wheels ars locked. QA will o
?;Kdumd mtég g‘fm Findinps will Lic 1o orted tol
Commiteeg, QA Committec consists ca
The findlngs included: Liroctor, Adininistrator, Dircstor of Nursing, Health
_ Inli)_lmnlit.lm. Mumgft:i?oo_iul Smic)e'z Ilim.l:;r
Resident #55 was admitted to the facility from the Aﬁ'”,‘"Q‘WA“,;jmrﬂmﬂﬁ,,;;"},,“-‘,f ety il Rehah
hospital December 20, 2013, with diagnoses dircyled by the Dinsclor of Nursing or Quality
including: Alzhelmer's Demenlia, Severe, with surtice Comaliltce.
LABORATORY DIRECTOR'S OR P! R/SUPPLIER REPRESENTATIVE'S SIGNATURE TIME 0%} BATE
A dorriy 3ra sy sy
Any deficiency statement with an asterisk {*} denotes a deficiency which the instifution may be excused from cowecting providing It is deérmired tiat

ather sateguards provide sufficient profaction to th
following tha data of survey whather or nat a plan
days following tha date those documants are m:

program participation.

FOE!\:‘I ICMS-Z.'JE?(M:Bé] Previoys Verelona Chanlala

e patients. {Ses instructions.) Except for nurzing homes,
of eomection is provided. For nursing hames, the above
ade available to the faciiity. if deficiencies are cited, an a

the findings stated above are disclosable 00 days
findingz and plans of carection are disclosable 14
pproved plan of comection i3 requisite to contnued

Evenl I URXR11

Facliily 1D: THi2101

If conkinuation shee‘l- Page 1 of 10



05/16/2014 TUE 9:09 FAX

BEPARTMENT OF HEALTH AND HUMAN SERVICES

SIAICMENL OF BLHCIENCIES {X1) PROVIDERISUPPLILRICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

CENTERS FOR MEDICARE & MEDICAID SERVICES

Roos/012

PRINTED: D$/221201
FORM APPROVE
OMB NO, 0938038

445116

{%2) MULTIPLE CONSTRUCTION (%) DATE SURVEY
A. BULDING COMPLE IR0

B. WING 0771812014

NAME OF PROVIDER OR SUPPLIER

NHC HEALTHCARE, SMITHVILLE

STREET ADDRESS. GITY, STATE, 2P CORE
825 FISHER AVE P O BOX 549
SMITHVILLE, TN 37166

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCINS
{FACH DEFICIENCY MUST BE PRECENED BY FUILL
REGULATORY OR L5C IDENTIFYING INFORMATION)

m FROVIDER'S PLAN DF CORREGTION (X6}
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COLPLETHON
TAS CROBS-REFERENCED TO THE APPRUOPRIATE bAtE

DEFICIENCY)

F 323

Continuod From page 1

Behavioral Disturbance, Anxiety Disorder, Severe
Psychosocial Stressars, Mental Status Change,
Depression, Dysphagla, Gastroesophageal
Reflux Disease, Genoralized Weakness, and
Hypertension. .

Medioal record review of the admission Minimum
Data Set (MDS), dated Decembor 27, 2013,
revealed the resident had short and long term
memory impairment, severe cognitive impairment
for daily decision making, required extansive
assistance with all activities of dally living, had
unsteady balance, and required the physlcal
assistance of one person with most activities of
daily living.

Medical record review of the quarterly MDS,
dated March 19, 2014, ravealed the resident had
short and long term memory impairment, sovere
cagnitive impairment for dally decision making,
required extensive assistance wilh all activities of
daily living, had unsteady balance, and requited
the physical assisiance of one person with most
activitlos of daily living.

Medilcal record review of the restdent’s Care Plan,
dated April 25, 2014, revealed the resident was
assessed {0 be al risk for falls and planned
interventions included: “...Be alert fo increased
confusion or change in leve! of
consciousness...Make sure staff aware of the risk
for falls...Assess far environmenta
hazards...Provlde assistance with transfaers and
ambulation as needed x | parson...”

Facility record review of the facility Post Falls
Nursing Assessment, dated May 1, 2014,
revesled, "Date and time of incident: 5/01/2014
2:50 p.m...CNA (Certified Nursing Assistant)

F 323
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heard pt (patient) yelling for help. CNA found pt
an the floor...sitling on buttocks in upright
positian. Right index finger was bleeding. ..Pt
stated dld not hit...head. C/O (complalned of)
pain to whole left hand. Left index finger
laceration noted and end of finger dangling. Pt
staled...was walking around bed and
lost...balance, grab for bed, bed ralled away...and
--fell on the floar hitting the loft hand on the bed
and and then hitting it an the metal wheel of the
bed. The bed wheals wara not locked..."

Continued review of ths Post Falls Nursing
Assessment revealed "Description of Irjury; Site
1. Laceration to left index finger, middle and ring
finger swolling and bruising noted...Eirst Alde
Treatmemnt...cleanse feft index fingor with NS
(normal saline) loosely applled gauze dres
(dressing)... Vital signs post fall...ROM {range of
motion assessment for cach exfremily)...{al}
extremities assessed) WNL (within normal limits).
Physiclan...nofified and orders recelved to sead
resident sent to ER (emergency room) for X-ray
to left hand, eval and tx (evaluation and )
treafrhent).”

Medical record review of the hospitat radiclogy
roport dated May 1, 2014, at 3:39 p.m_, "
Procedure: XR (x-ray) hand 3 vws (viows) left,
Diagnosis: Trauma/lnjury, Left hand, 3 views,
5/1/2014.. History: FallfTrauma...Findings: There
ts an obllque fracture present involving the
posterior one half of the base of the dista)
phalanx {end of the finger) of the second finger...”

Interview with the Director of Nursing, in the
conference room, on July 22, 2014, at 9:30 a.m.,
confirmed tha bed whesls had not been locked,
the resident sustained a laceration and a fracture,
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was ireated at the hospital emergency
depariment, and resident #65 had been harmed
by the facllity’s failure 10 ensure the bed wheels
i were locked.
Complaint #34181
F 364 | 483.35(d){1)-(2) NUTRITIVE VALU E/APPEAR, F 364 . . i
- F364-Diceciory of Dictary Servipes discavied 7283014
$s=F | PALATABLE/PREFER TEMP aitecizd sulus and wilke gn 04114,
Each rosident receives and the facility provides Virector of Dietary Serviocs cuswred thas foods
food prepared by mathods that conserve nutritive wore ut fomperatures on 7i4/14.
vatue, flavor, and appearance; and food that is
palatable, altractive, and at the proper Dircotor of Wizlary Services insecviced dictary staff
temperature. on ensuring foad snd drinks e served within
upproprinie temperature ranges by 7/18/1 4,
i i Jvertar of Lictary Services will conduct Quali
E‘)l;ls REQUIREMENT is not met as svidenced Assuranes Study QA o serving bt s upmpgm
: . . . [ temporatures, ill be condacted weckly fi
Based on facllity policy review, observation, and worns, Pt 50 eportod to O Cermrie,
interview, the facility failed (o maintain cold food gg Committcs consisle of Medion! Director,
at or below 41 degrees Fahrenheit on the dmiuistrator, Dircctor of Numsing, Heslth
f Information Manager, Socinf Services Ditaclor,
resldent tray line in three of three dining rooms. Axsistant Disector of Nursing  and Dirsetor of ftchuh,
. . Tho QA #nd tn-scrvice traintng will contines g
The findings included: dimecled by (he Administeator or Quality Assurance
. . Committoe,
Review of the facility policy, Safety & Sanitation
Best Praclice Guidelines, dated January 2011,
revealed "Cold food should be held at 41 degrees
or lower throughout the sarving process.”
Observation and interview with dietary staff # on
July 14, 2014, at 11:35 a.m., in the ICF .
(intermediate Care Facllity) restdent dining room,
revealad the tray line was in process with dietary
staff #1 obtaining food temperatures. Further.
observation revealed a rack positioned in the
'| dining area with seven plates of salads with
chicken strips. Further observation revealed the
EQIIM CMS -2567(02-90) Previous Varsions Dbsuloto Event ID:URMR 1Y Faciity H: TN2101 If conlinuation sheat Page 4 of 10
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temperature of the chicken strips was 71 degrees
Fatrenheit (F). Further observation revealed
salads with chicken strips had not been served to
residents. Furthor observation of the milk stored
in the reach-in refrigerator revealed the
temperatura was 44.8 degrees F. Interview with
dietary staff #1 ravealod tho stoff member
"thought the temperature was ok for a salad {with
ohicken steips)®. Further interview with dietary
stall #1 rovealed the milk was stocked Into the
reach-in refrigerator just prior fto the lunch
service.

Observation and interview with dietary staff #2 on
July 14, 2014, at 11:47 a.m., in the Reflections
resident dining room, revealed dietary staff #2
had served the lunch meal to one of three tables
with residents. Further abservation raveated two
plates of salad with chicken strips on the counter.
Further observation revealed.the chicken sirip
lemperature was 79.9 degrees F. Further
observation revealed milk stored in the reach-in

4 rofrigerator was 45 degrees F. Interview with

dietary staff #2 revealed one piate of salad with
chicken strips had beon served o a resident
eating in their room. Further interview revealed
dietary staff #2 was "not sure if (salad with
chicken strips) temperature was ok " Interview
with dietary staff #2 revealed the mllk had been
stocked in the reach-in refrigerator just prior to
the meal senvice.

Observation and interview with diotary staff #3
and Certifled Nurse Alde (CNA) #1, on July 14, -
2014, at 12:02 p.m., in the Skilled resldent dining
raom, revealed dietary staff #2 serving the food.
Further observation revealed three residents
eating salads with chicken strips. Further
observation rovoaled two salads with chicken
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strips on a rack stored next to the reach-in
refrigeralor. Furiher observation revealed the
chickan strip temporature was 73.9 degrees F.
Further observation revealed the milk in the
reach-in refrigerator was 47.3 degrees F.
Interview with diefary staff #3 revealsd the salad
with chicken strips "needs to be thrown out and
made fresh." Further interview revealed the milk
had been slocked into the reach-in refrigerator
just prior to tho meal sorvico. Interview with CNA
#1 canfirmed three residents had consumed ihe
satad with ¢hicken strips. :
F 489 | 483.70(h)(4) MAINTAINS EFFECTIVE PEST F 469 (1469-Administrator had pest cantrol contracter al 872014
58=0 ] CONTROL PROGRAM tho ceater on 7/16/14 ta treuted uffected room | r&

The fagility must maintain an effactive pesi

control pragram so that the facillty is free of pests
and rodents,

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observation,
review of the Pest Contral Agreement and
interview, the facility falled to malhtain effective
pest control for one resident (#9) of thirty-two
sampled rosldents.

The findings included:

Resident #9 was admitted to the facility ah June
1, 2013, with diaghoses including Decubitus
Sacral Ulcer, Matnutrition, Chronic Kidney
Disease, Urinary Inconlinence, Dementia,
Cerebral Vascular Accldent, Diabates Mollitus,
and Hyperionsion.

entiro conter on 7/16414,

Commilies,

Adminizirator bud pest contirol conteactor tromt the

Adutinistrator rovised tiie contruct with peat conteal
vendor to include fying jnsccta beginning on #1174,

Adntinigtrator will conduel o Qualily Assuranco
Stdy (QA) on fylng inscets in paticnt uresy. QA
will b conductod weekly for 4 weeks. Findings will
he reported to QA Comamittcs, QA Commmittos
consists of Medicul Dicector, Adiminietsator, Diyector
ol Nursing, Health Information Manager, Social
Sorviccs Ditcctor, Ansistant Director of Nursing, and
Direcior of Reliab. The QA will continn a3 dirceted
by the Administrator or Quulily Assurimes
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: dated April 26, 2014, revealed *...Change Wound

Continued From page 8

Medical record review of an Annual Minimum
Data Set dated May 9, 2014, revealed the
resident had a Stage 4 pressure uicer.

Medical record reviaw of a Physician's order

Vacutainer to Sacrum every 3 days and PRN (as
necessary), change wound vac (vacutainer)
dressing and tubing every 3 days and PRN for
accidental romoval (if unable to reinforee)..."

Observation of resident #9 on July 16, 2014, at
7:87 a.m,, in the resident's room, revealed a fly
on the top sheet of the resident In the bod.

Observation of the resident’s wound care and
wound vacutainer change on July 16, 2014, at
2:46 p.m., in the resident's room, with the Unit
Manager, revealed four flies in the room.

Observation on July 16, 2014, at 3:35 p.m,, in the
resident’s room, revealed two flies on the floor
mat on the right side of the resident’s rocmmate's
bed; one fly on the foot of the resident’s bed,
which moved and landed on the resident's
blanket near the stomach area; and one fly oh the
outside top frame of the resident's bathroom
door.

Review of the facility's Pest Controt Agresment,
revealed the pest control agreament ™...does not
include.. flying insects..."

Interview with the Unit Manager on July 18, 2014,
at 3:39 p.m., in the resident’s room, confirmed the
presence of the four files in the resident's room,
and the facility failed to maintain effective pest
confrol for resldent #9.

F 4689
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The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete:
accurately documented; readily accessible: and
systematically organized.

The clinical record must contain sufficient
information fo identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress nofes.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observation
and interview, the facility failed to maintain
complete medical records for nutritional
supplement intake for two residents (#52, #134)
of thirty-two residents reviewad.

The ﬁm-:ﬂngs included:

Resident #52 was admitted to the facility on May
22, 2014, with diagnoses Including Automatic
Implantable Cardiac Defibrillator, Aftarcare Left
Femur and Humerus Fractures, Diabetes
Meliitus, Diastollc Gongostive Heart Failure,
Hypertansion, End Stage Dementia, Chronic
Kidney Disease, Blood Loss Anemia, Insomnia,
Confusion, Hallucination, Gout, Hypothyroidism,
and Major Depressive Disorder.

Madical racord review of the Admission Minimum

| Suciul Sexvices Diréclos, Assistant Director of

Al

‘The Direckor af Nursing reviewed ol ruidels
recerds o 7/25/14 o onsuite that il they wers
receiving nupplements ws purd nf Uiz plan of care
that the supplement intake was heing docunrented,

The Dircctor of Nursing and adeinistrative nurses
cotneindl insservices with el nursing stafl (o engure
(hac supploment intake is being recorded
upproprinkely. nservices wene conpleted ot 7723714,

The Dlrcctor of Nursing will conduct a Quatity
Assurance Study (QA) of the documentution of
supplernonts, 15 random patenls will be monitored
wrckly for 4 weoeky . The QA Tinddingss will be
reporied ta the QA Committes. QA Ciumnmiltes
sonsistn nf Medivul Direcior, Administrartor,
Vireetr of Nursing, Tlealth Tnformation A
Nuesing, and Director of tokab,
servies tralitlug will continug as

dirccted by the
Director of Nursing ar Quality
Committes,

Aszsurance
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I 514} 483.75(1)(1) RES F 514} apdresident #134 have their rupplemenl ininke
$s=D | RECORDS-COMPLETE/ACCURATE/ACCESSIB doctmented boginning 7/19/2014 by the Nersing
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Data Sei dated May 29, 2014, rovealed resident
#52 required supervision and set-up assistance
wilh eating, and was cognitively inlacl.

Medical reoord review of the physician orders
from May 22, 2014, through July 17, 2014,
revealed no orders for nutritionat supplemenis.

Medical record review of a Dietary Progress Nole
dated July 3, 2014, revealed a recommendatian
for Ensure (nutritional supplement) with meals
"...as (resident) can drink batter than cat at this
fime..."

Obsoervation on July 16, 2014, at 7:54 a.m.,

revesled an eight ounce can of Ensurs on the
breakfast tray.

Review of the facility intake documeritation
revealed no documentation of nutritiona!
supplement intake.

Interview with the Director of Nursing on July 18,
2014, at 2:35 p.m., in the training class room,
confirmed the facility faited to document the
nutritional supplement intake.

Resident # 134 was admitted to the facility on
September 11, 2013, with diagnoses including
Cerebral Artery Occlusion, Lale Effect of
Cerebrovascular Disease, Hypertension,
Dysphagla with PEG (Percutaneous Endoscopic
Gasltrostomy) tube placement, Depression and
Anxiety Disorder.

Medical record review of the physician orders
dated .July 8, 2014, revesled a diet order for
Mechanical soft, ground meats, and nectar thick
tiquids. Further review revealed no ordar for
nuiritional supplemonts.
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Medical record review of the Quarterly Minimum
Dala Sot (MDS) dated May 21, 2014, revealod
rosident #134 required extensive assistance with
one pearson physical assistance for ealing.

Medical record review of the Inltial Care Plan,
dated Fehruary 3, 2014, updated on July 10,
2014, revealed the *...Resident is al risk of
altematiaon in nutrilional statuss weight loss.__with
Approaches including...Supplements as ordered:
1 - 2 (cans) Ensure with...meals (addod May 18,
2014)..."

Review of the facility document, July 2014 ICE
Moat Sheet, revealed resident #134 was listed for
"...Ensure x 2 {times two (cans))...” supplements
at breakfast, lunch and suppaer. Further review
revealed no documentation of the nufritional
supplemant intake on July 5 and 8, 2014, at
supper, July 12, 2014, at lunch, and July 14,
2014, at supper.

Interview with the Director of Nursing in the
training classroom on July 17, 201 4, at 7:65 a.m.,
corfirmed “._thay are not documenting (nutritional
supplement intake) correclly on these sheets. We
have a problem wilh that.,."
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